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never seen Horner's syndrome occur, and postoperative 
brachialgia was never eported to us. 
The success rate and patient satisfaction rate (dry, 
warm hands) were 100%. Temporary compensatory sweat- 
ing occurred in 10% of the patients, usually in the inter- 
scapular region, but was thought o be much less socially 
incapacitating than the palmar hyperhidrosis. 
When treating this kind of benign pathologic ondi- 
tion, keeping complications to an absolute minimum is 
essential. We are convinced that Dr. Kopelman can im- 
prove his results by copying our simple surgical techniques 
as described above. 
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Reply 
To the Editors: 
We appreciate v ry much the remarks and comments of 
Dr. Deblier et al. We have used the double-lumen anesthe- 
sia technique in our first thoracoscopic sympathectomy 
procedures. The results have previously been published, 1 
and we found the double-lumen technique to be more 
complicated; it required a longer anesthesia time and we 
persistently met some problems with oxygenation. 2 Fur- 
thermore, for adolescent patients, there are no sufficiently 
small double-lumen endotracheal tubes. These problems 
prompted us to switch to the single-lumen anesthesia. We 
limit the intrathoracic pressure during CO 2 insuffiation to a 
maximum of 14 mm Hg and never exceed avolume of 2 L 
of insutflated gas. Thus there is no danger of creating 
tension pneumothorax. In more than 90 patients (180 
sympathectomy procedures) we encountered no anesthetic 
problems. 3 
We apply no traction on the sympathetic chain during 
excision of the T2-T3 ganglia because the resection is 
performed by a single instrument (a diathermy hook). We 
prefer excising the ganglia rather than electrocoagulating 
them because of the better short-term and long-term re- 
sults published. We have recently reviewed the literature 
on the subject and were able to collect 1634 patients with 
primary palmar hyperhidrosis who underwent 3223 thora- 
coscopic sympathectomy procedures by electrocoagulation 
(nine series) and a second group of 533 similar patients 
who underwent he same procedure by electroresection 
(927 sympathectomy procedures, 11 series). The recur- 
rence rate ofhyperhidrosis in the second group is definitely 
lower. We congratulate Dr. Deblier and his colleagues for 
obtaining better esults than the average figures published 
in the literature and hope that all of their patients with 
hyperhidrosis will have persistently dry hands. 
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